ulcer long before there was melena. That raised a practical question which it was very desirable to settle in the course of that discussion: At what time should one operate? Mr. Moynihan had admitted that in the early stages of duodenal ulcer, or in what he (Dr. Hutchison) regarded as the stage of " hyperchlorhydria," the case was one for the physician. He wished to ask Mr. Moynihan how many definite attacks of hunger-pain should take place before it was right to operate. That was one of the most important questions for the physician to settle. His final point was this: After these cases had been operated upon, granting that a duodenal ulcer had been present, he still thought the patients should be kept under medical treatment for a considerable time. The patient should not be allowed to have an unrestricted diet after the operation was over. The operation was not the end of the treatment, and the patient still needed to be kept under the watchful eye of the physician.
Dr. A. F. HERTZ: Until eight years ago it was universally believed, as a result of the study of the clinical history of patients who were found after death to have a duodenal ulcer, that duodenal ulcer was a rare condition, occurring with one-twentieth the frequency of gastric ulcer, and that its diagnosis was generally impossible before haemorrhage or perforation had led to a fatal issue. Being brought up in this belief, I could not but read with scepticism Mr. Moynihan's earlier publications on dtuodenal ulcer, which suggested that it was a comparatively common disease, which could be diagnosed with certainty even in the absence of haomorrhage. I felt, however, that one could learn more on the subject from a surgeon who had operated on over 200 cases than by studying post-mortem records or by chemically investigating the contents of stomachs the anatomical condition of which was a matter of speculation. I was therefore very glad to avail myself on three occasions of Mr. Moynihan's kind offer to allow me to examine his patients, and subsequently, at the operation, to see him demonstrate the condition present. From my experience in Leeds I cannot help agreeing with Professor Osler's dictum that " we physicians have been napping, and that what the modern gastro-enterologist needs is a prolonged course of study at such surgical clinics as Leeds or Rochester, Minnesota." I am convinced that we must reject the old teaching based on pathological observations, and accept, with certain reservations, Mr. Moynihan's conclusions as to the frequency and the symptoms of duodenal ulcer. The condition is certainly far more common than was formerly believed, but not, I think, as common as the 200 cases operated upon by a single surgeon in eight years would lead us to expect. AWIhen a surgeon has a reputation for the treatment of a particular condition, patients naturally come from all parts of the country to be operated upon by him, and I may remark, in this connexion, that not one of the ten patients I saw operated upon by AMr. Moynihan lived in Leeds.
There can be no doubt that vast numbers of people with duodenal ulcer have been cured without anybody having suspected that they were suffering from such a serious condition, their symptoms having been ascribed to various functional disorders, such as nervous dyspepsia and hyperchlorhydria. But that does not mean that nervous dyspepsia and hyperchlorhydria do not exist. The former, at anv rate, is infinitely more common than duodenal ulcer, but, for want of accurate knowledge of the symptoms of duodenal ulcer, examples of this condition must have constantly been incorrectly grouped with others of a less serious nature. There is more excuse for the confusion with functional hyperchlorhydria than one would gather from Mr. Moynihan's statement that the amount of hydrochloric acid in his series of cases was not increased. Though that may be the case in the West Riding of Yorkshire, it seems to be established beyond doubt that in. most parts of Great Britain duodenal ulcer is almost always associated with hyperchlorhydria. These conflicting results are doubtless due to local differences in diet, corresponding to those which explain the fact that hyperchlorhydria is almost constant in patients with gastric ulcer in North Germany, but comparatively rare in South Germany. There can, moreover, be no doubt that the presence of free hvdrochloric acid-whether excessive or not-plays an important part in the production of the pain of duodenal ulcer, as the pain is immediately relieved by alkalies and by the remnoval of the acid fluid present in the stomach. I cannot, however, agree with Sir Lauder Brunton that the hydrochloric acid itself is the direct cause of pain, as I have found that several ounces of 0 5 per cent. hydrochloric acid produce no pain when introduced by a tube into the ,empty stomach of patients, in whom an operation performed the same or the following day revealed the presence of an active gastric or duodenal ulcer.
The occurrence of discomfort or pain in the early part of the night is an important symptom. Two of my patients consulted me more on account of the insomnia caused by the feeling of epigastric discomfort, which kept them awake for an hour or two every night, than on account of the hunger-pain they experienced during the day. It is noteworthy that the interval between the evening meal and the onset of the pain, which wakes the patient in the night, is always an hour or two longer than the interval between the other meals and the pain to which they give rise. This is due to the eveiiing meal being generally the largest, and to the fact that the activity of peristalsis is diminished during sleep, with the result that the evacuation of the stomach is retarded.
The long interval between a meal and the onset of pain has generally been ascribed to reflex spasm of the pylorus, causing delay in the passage of food from the stomach. But I have found, by X-ray observations. on three of Mr. Moynihan's and four of my own cases of duodenal ulcer, that there is generally no delay in the emptying of the stomach, which always cominences immediately after food is taken. The pain begins when the stomach has evacuated about three-quarters of its contents, and its spontaneous disappearance after about an hour seems to correspond with the moment when the stomach becomes completely empty.
If the patient, when first seen, is already on a strict diet, the diagnosis is often very difficult: the exact relationship between the taking of food and the onset and relief of pain is then only obtainable by putting the patient for a short time on to a full diet. Mr. Moynihan places no reliance on the results of physical examination, but I nmust agree with Dr. Hale White as to the importance of tenderness over the painful area 'and rigidity of the right rectus compared with the left, although the pain may be localized exactly in the middle line or even in the left side. These signs, though occasionally absent throughout, are most marked and sometimes alone present, if the patient is examined about three hours after a meal, when he is actually in pain.
I had the good fortune to see the man upon whom Mr. Moynihan operated during a first attack. He had been ill for nine months, and had had most typical hunger-pain after almost every meal during all that time, but at the operation no sign of a duodenal ulcer was found. The small fibrous scar described by the pathologist was invisible to the naked eye, and could hardly have caused the symptoms, which were present in their full intensity up to the very day of the operation. Mr. Sherren tells me that he also, at the earnest request of a patient, has operated during a first attack-and found nothing. It is clear, therefore, that a, single attack of hunger-pain, even if it lasts for as long as nine months, does not necessarily mean duodenal ulcer, though perhaps it indicates a condition which will lead to ulceration in the absence of suitable treatment.
Mr. Moynihan lays great stress on the significance of the recurrence of attacks, between which the patient is entirely free from pain, often for several months at a time. This is, I believe, a result of the remarkable ease with which duodenal ulcers heal, as it is scarcely possible that an open ulcer is present in the intervals between the attacks. Many of Mr. Moynihan's cases are operated on in the quiescent period, when hunger-pain is no longer present. I think that the white scar seen on the outer surface of the duodenum in such cases must be simply the remnant of an ulcer which has healed. As the inside of the duodenum is hardly ever inspected, it is impossible to say with certainty whether this view is correct, but I have at autopsies seen precisely similar scars on the outer surface of the duodenum and the stomach, the mucous membrane of which was absolutely healthy.
Vermehren has recently reported a case in which he discovered a thick whitish scar on the front of the pylorus in a woman who had suffered from symptoms of gastric ulcer. A gastro-enterostomny was performed, but the patient died two days later from broncho-pneumonia; at the autopsy no trace of ulceration was found in the mucous membrane of the stomach or duodenum.
The white scar on the under surface of the duodenum, seen at the operation in many cases, is in striking contrast to the appearances which, I imagine, must indicate the presence of active ulceration. I was fortunate to see Mr. Moynihan operate on a medical man, aged 30, who was having very severe hunger-pain up to the time the operation was performed. The external examination of the duodenum showed the presence of a thick red mass which was clearly the outside of an active ulcer, but there were three small white scars in addition. As the patient had had attacks of hunger-pain for the last twenty years, it seems highly probable that the earlier attacks were due to the presence of ulcers, which were now healed and were represented by the white scars, but that the recent pain was due to the active ulcer.
According to Mr. Moynihan, the treatment of chronic duodenal ulcer should always be surgical. To my great surprise, Dr. Hutchison agrees with this opinion. I am, however, convinced that this is erroneous. I have already given reasons for believing that the scars found at operations in the quiescent period represent healed ulcers, and every practitioner must have seen imany people with the symptoms, which we now believe to indicate the presence of a duodenal ulcer or a pre-ulcerative condition, get well and remain well with medical treatment. If it were true that nothing but surgical treatment could cure a patient with a, duodenal ulcer, then the ulcer should be present post morten if no operation were performed, whatever the immediate cause of death might be. But Mr. Moynihan has found that duodenal ulcer is a comparatively common disease, whereas even the most recent statistics show that duodenal ulcers are found comparatively rarely post mortem, so that the conclusion is inevitable that the majority of cases recover completely without operation and eventually die from some totally different cause.
It is often asked how the thick mass around a chronic ulcer can possibly disappear under medical treatment, and Mr. Moynihan has told us that the conditions in the ulcer are, as a rule, such that nothing but surgical treatment could avail. But ulcers of this sort have been found to have completely disappeared when the abdomen has been opened several months after the performance of a gastro-enterostomy, and the, mechanical and chemical effects of medical treatment are almost identical with what is supposed tQ occur after a gastro-enterostomy.
At one time I thought that a history of many years' duration was a, definite indication for operative treatment, but a case recently under my care has made me change my opinion. A man, aged 50, had for twentytwo years suffered from typical attacks of severe hunger-pain, the last of which had continued with hardly an intermission for nearly a year. On several occasions hamorrhage had occurred. The stomach was dilated and there was visible peristalsis. As the ulcer was of such long standing, and as it seemed to have given rise to definite obstruction, I advised operation. For business reasons the patient had to postpone the operation for four months, during which he was carefully dieted and took 1 oz. of olive oil before each meal. He quickly lost his pain, and the dilatation and visible peristalsis disappeared; but, with the long history, I still thought an operation advisable, and the patient was very anxious to have one done. Mr. Rowlands operated and found a definite white scar on the duodenum, but there was very little thickening, and he was able to convince himself that the ulcer had coimpletely healed, although four months earlier it must have been active and the thickening round it sufficient to produce well-marked obstruction. Here then is a case which proves most definitely that even after twenty-two years a duodenal ulcer can heal as a result of medical treatment.
Everyone will admit that medical treatment during an attack is generally followed by complete relief, so long as no obstruction is present. But the little-known conditions which led to the formation of the original ulcer may be unaffected, so that exposure to cold or a period of over-work may cause the healed ulcer to become active again or a new ulcer to form. On the other hand, gastro-enterostomy not only causes an ulcer to heal, but it renders a return of symptoms comparatively unlikely. This difference between the results of medical and surgical treatment is due to the fact that we are too much inclined to have doine with a patient, and a patient is too much inclined to have done with us, immediately his pain has gone. But in truth our duty is only half done when the ulcer has healed, as we must still teach the patient how to avoid a recurrence.
In my opinion an operation should never be recommended, in the absence of obstruction, until thorough treatment by diet and rest in bed for at least four weeks has failed to give relief, or until frequent recurrences have occurred in spite of every precaution. This is not the place to enter into details of medical treatment, but I should like to say a few words on the prophylactic measures which should follow the recovery from an attack.
All mechanical and chemical irritation of the stomach and duodenum should be avoided. Both forms of irritation can result from bad teeth, and no case has been properly treated until the teeth have been put into perfect order and artificial teeth provided to replace any which are lost. I have hardly ever seen gastro-enterostomy performed for duodenal ulcer on a patient with sound teeth, and on one occasion the patient had only two carious stumps in his mouth; it is absurd to say that medical treatment had received a fair trial in such an individual. It is rare to find a, patient with a duodenal ulcer, who has not habitually eaten too fast, and I believe that the bolting of food is the chief cause of the recurrence of attacks in times of mental stress. The food should be properly masticated, and the patient, when he is in a hurry, should eat a stick of chocolate or drink a glass of milk rather than swallow a half-chewed mneal. The mechanical irritation produced by the completely indigestible parts of many fruits and vegetables should be avoided, and acid or highly seasoned foods and excess of alcohol and tea should be prohibited.
Whatever the relation may be between hydrochloric acid and duodenal ulceration, there is no doubt that the less free acid that reaches the duodenum the less likely is an ulcer to form. As carbohydrates produce an abundant secretion of hydrochloric acid, which, unlike proteins, they cannot neutralise, the quantity taken should be limited; oz. of olive oil-or, in the rare instances in which there is difficulty in taking it, 1 oz. of cream-should be taken before each meal. For two and a half years I have been convinced of the efficacy of this method of dimninishing the secretion of hydrochloric acid, and the recent chemical investigations of Dr. Craven Moore have put this treatment on a more scientific basis. I can fully confirm Mr. Moynihan's observation that attacks are particularly frequent in cold weather, but, like Sir Lauder Brunton, I think that the autumn and early spring are even more dangerous seasons for patients with duodenal ulcer than winter, and damp weather is worse than dry and frosty weather. I have also observed that the majority of patients with gastric and duodenal ulcer suffer from cold extremities, and in many cases the onset of vasomotor disturbance immediately precedes the onset of digestive symptoms. Such patients often state that when the pain is worst their feet feel very cold, and putting the feet into hot water frequently relieves the pain. We have recently found that the onset of pain in duodenal ulcer is associated with a rapid and well-marked rise in blood-pressure, which is much greater than that observed in most other painful conditions. These facts suggest that vasomotor disturbances may be a factor in the production of ulceration, and it is therefore of great importance for patients, who have once had an ulcer, to take every possible precaution to prevent getting cold extremities.
With regard to the actual operation to be done in suitable cases, I cannot help thinking that the " ideal " operation of excision, as advocated by Mr. Moynihan, is irrational, not because a second ulcer may be present-for Mr. Moynihan would obviously do a gastro-enterostomy were this the case, but because this operation has no advantages over medical treatment, as it does nothing to diminish the likelihood of a recurrence by diverting the acid gastric contents from the duodenum.
I am very grateful to Mr. Moynihan for teaching us how frequent a condition duodenal ulcer is, and how easily it can be diagnosed. I am equally grateful to him for having put it in my power to convince him of the error of his views of the futility of medical treatment. A gentleman, who for eight years had had slight attacks of hunger-pain at long intervals, had an almost continuous attack during the eighteen months previous to last August. He wished to give medical treatment a trial before resorting to surgery, which was strongly urged upon him. Mr. Moynihan therefore very kindly sent him to me. He started treatment with oil and rest in bed on August 23; he was up again on September 17, and, in spite of the cold and changeable weather, he has had no suspicion of hunger-pain since the day the treatment began. Clearly he is no proof of my contention yet; but I have every hope that by following the preventive treatment I have advised he will live to convince Mr. Moynihan that medicine can produce as complete and as lasting a cure as surgery.
Mr. HERBERT PATERSON said that he took it that the object of the discussion was to put on record the opinions of those who had had especial experience in the treatment of duQdenal ulcer. This being so, he felt sure that Mr. Moynihan would understand that if he (Mr. Paterson) criticized some of the statements made in the paper which had been read, it was not because he did not thoroughly appreciate the great value of the work which Mr. Moynihan had done, but solely with the object of eliciting the truth. Mr. Moynihan had given them a very clear and concise account of the symptoms of duodenal ulcer, but in his (Mr. Paterson's) experience he had not found that the symptoms were anything like so uniform as had been described. There were, for instance, great differences in the way in which patients described their pain. In some cases the onset of pain was immediately after the ingestion of food; in others it was continuous, and in others it occurred only two or three hours after a meal. Dr. Hutchison had suggested that in some cases " hunger-pain " was the expression of a purely functional disorder, but, so far, in every case, in which hunger-pain was one of the symptoms, in which he (Mr. Paterson) had operated, some definite organic lesion, either of the duodenum, gall-bladder, or appendix, existed. There was one difficulty in diagnosis to which reference had not been made in the discussion-namely, the differential diagnosis between duodenal ulcer and gastric crises. He had seen two patients on whom gastro-jejunostomy had been performed for gastric crises, and naturally neither had been benefited by operation. He hoped that the physicians would give them some information on this point. In the one case which he had had an opportunity of investigating there was hyperchlorhydria during the gastric crisis, but absence of free hydrochloric acid after the attack had passed off. He had made accurate gastric analysis in twenty-eight of his cases of duodenal ulcer, and had found that in 60 per cent. there was a marked excess of free HCl. In some cases the amount was as high as 0,14, and in others as high as 0 04. In discussing this subject it was very necessary to define with exactness the terms they used. He was of opinion that the term hyperchlorhydria should be limited to those cases in which there was an excess of free
